This paper summarizes information on the characteristicflaws in primary health care services, and their geographic patterns of occurrence, with reference to their local, medical, and bureaucratic contexts. The data are derived from published medical ethnographic reports, evaluations of programmes, surveys of physicians in developing countries, and some anecdotal reports. Several key issues emerge from this combination of sources. There is a lack of high-quality services in developing countries; most centres lack medicines, caring and skilled personnel, and convenient locations and scheduling. Also, the professional medical personnel are rarely sufficiently trained to communicate effectively with patients of different economic and ethnic backgrounds or to manage a health team of different backgrounds. The most successful programmes are those that have effective local leadership, adequate training, some curative potential, and powerful political will. The combined public health, medical, political science, sociological, and anthropological studies suggest no "cookbook" solutions as to what exact set of factors will make any programme successful. They appear to illustrate the effectiveness of flexible regional or local policies as opposed to global ones.
Introduction
Studies on the use of Western health care services in developing countries have tended to demonstrate that people's acceptance or rejection of so-called modern medicine is based on their perception of its effectiveness [1] and on how well it meshes with their traditional beliefs and practices concerning health and illness [2; 3] . According to such studies, people participate in primary health care programmes to the extent that they experience the services as offering reliable solutions to what they perceive as health problems, including nutritional ones. The decision whether to use the services at the beginning of an illness, later, or even at all is calculated by weighing the anticipated benefits (relative to other alternatives) against the expected expenditure of time and money, and the personal abuse that these efforts may entail.
Understanding how people estimate factors on both sides of the equation relating costs to benefits is crucial to understanding the demand for primary health care services and, as a corollary, the strengths and failings of the programmes
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Studies of health care and medical decision making in pluralistic medical situations have been concerned with how people combine medical systems when faced with a variety of health problems, health and illness concepts, medical personnel, and treatment options. A number of studies have outlined the series of steps that people in different cultures follow when evaluating the probable cause(s) of and best line(s) of treatment for particular cases of illness [4] [5] [6] . Cultural, social, and economic considerations include perceived type, cause, and severity of complaints; the degree to which a treatment addresses personal (psychological) and social (group) aspects of disease in terms that people can understand; and, most importantly, the cost of treatment in time and material resources.
Other factors that are also basic to recipients' evaluations of a particular therapy but that seem to have been less carefully or systematically considered are the characteristics of the health facilities, personnel, and treatment regime(s). Thus, long waits, cursory examinations, lack of or inappropriate medicines, uncomfortable settings, and inconsiderate or abusive personnel are all well-known reasons why primary health care centres are often under-used or less esteemed than other Western and non-Western medical options. Additional considerations include the logistic costs in time and travel to a health care centre, which may not be open when a client arrives, and lack of medical back-up. Typical of practitioners who are detrimental to primary health care delivery are those who seem to lack interest in patients" problems, who attend clinic irregularly and for shortened hours, who spend little time with each patient, although they may recommend consultation at some other hour for a fee, and who show neither gentleness in their touch nor concern for the possible side effects of their prescribed treatments. Evaluations of health care delivery and effectiveness have less often investigated the quality of medical services and the attitudes of care givers than the simple quantity of services, such as numbers and types of buildings, equipment, and personnel.
Since the Alma Ata declaration in 1978, setting the goal of health for all by the year 2000, a major effort has been made to increase access to health services and to improve community participation in their planning, organization, operation, and control. The aim has been to make health an integral part of more general development efforts [7] . However, advances in the number of people servedjudged by the number of people trained and number of facilities built-have come about largely without careful follow-up as to how well the people are being served, and how both they and the health care providers view the appropriateness, adequacy, and effectiveness of the services. This paper summarizes information on the characteristic flaws in primary health care services, and their geographic patterns of occurrence, with reference to their local, medical, and bureaucratic contexts. The data are derived from published medical ethnographic reports, evaluations of programmes, and surveys of physicians in developing countries. Anecdotal reports from numerous respondents to a request for information on why people in developing countries under-use lowcost public health services are also included.
Several key issues emerge from this combination of sources. First, the factor that most inhibits use of primary care facilities in developing countries is the lack of highquality services. Most centres lack medicines, caring and skilled personnel, and convenient locations and scheduling. People demand effective curative care first.
Second, beyond such issues of access, the professional medical personnel who deliver services are rarely sufficiently trained in the interpersonal communication skills that would allow them to communicate effectively with patients of different economic and ethnic backgrounds, or to manage a health team of different backgrounds. The relationships of medical doctors to their client populations and traditional healers in their midst seem to vary by region. The greatest antagonism between patients and doctors seems to appear in the primary health care literature from Latin America.
In addition, most studies of programmes that involve health care auxiliaries indicate that most routine tasks can be carried out by individuals with little formal education, if they are properly trained and supervised. Such an allocation of work, however, may be acceptable to neither the client population, who want to receive care from skilled doctors, nor the medical community, who may resent having diagnostic and therapeutic procedures carried out by people with minimum literacy and training.
The most successful programmes are those that have effective local leadership, decent training, some curative potential, and powerful political will. They are also those that combine health with other developmental efforts, so that health, nutrition, food provision, and economics are interrelated and supported by common efforts [8; 9] . In this context, however, it is probably unwise to generalize from one region of the world to the next. A programme that works with volunteer women community health workers in Africa, which has a strong tradition of respecting women as workers and community leaders, probably would be less effective in another area where no such respect exists and where people are sufficiently enmeshed in the cash economy to expect monetary compensation for their time.
In short, the combined public health, medical, political science, sociological, and anthropological studies suggest no "cookbook" solutions as to what exact set of factors will make any programme successful. Moreover, they appear to illustrate the effectiveness of flexible regional or local policies as opposed to global ones.
Social and cultural issues
For many years, anthropologists have commented on the problems in the organization of primary health care programmes from the points of view of folk cultures and medical and bureaucratic cultures. For example: "Medical and public health programmes in developing countries will be successful in design and operation if they take into consideration the social, cultural, and psychological characteristics of the target group" [3] . Another typical comment: "The most successful medical and public health programmes in developing countries require knowledge about the social, cultural, and psychological factors inherent in the innovating organisations and their professional personnel" [3] .
In attempts to understand why people in developing countries under-use Western health services, uncongenial atmosphere in clinics and unfriendly service by clinicians have been documented in the ethnographic literature since the 1950s and 1960s [2; 10] . In addition to the better-known issue that patients and doctors, operating from folk and Western medical perspectives respectively, might not view illness and its treatment alike [11] , anthropologists have noted that the treatment clients receive is often abusive. A dramatic example is doctors' refusing to treat sick children on days set aside for preventive care if their mothers have not registered them on well-baby days. Such an assignment of priorities may appear incomprehensible and outrageous to mothers, especially those who have travelled some distance to a clinic [1; 12; 13] . Another example is doctors' indicating their cultural distance (superiority) by ridiculing patients' health beliefs and practices.
Social distance between foreign physicians and patients (which is often the case in Asia and Africa) or between doctors and their compatriots of lower socioeconomic class (as in Latin America) may cause communication problems on either side. Studies have indicated that some doctors do not even speak the language of those they treat [14] and that they use insulting and rough language toward patients rather than polite terms of address [13; 15; 16] . Correspondingly, nurses and other clinic workers rudely assemble patients into queues, then rush them through their short procedures. Another problem is that of physicians not understanding or caring to comprehend patients' descriptions of their complaints, which is not restricted to one region of the world. Finally, illness always affects social relations beyond the sick individual, and logistically involves relatives or others to accompany and care for the person. Particularly where nursing care is in short supply, however, rules usually control visiting [17] or inconveniently restrict who may attend a patient.
Patients often perceive those who work in the clinic as not only unfriendly and insensitive but also incompetent. In Latin America, national rules dictate that first-year graduates of medical schools serve in public clinics, but patients often do not trust these neophyte physicians [6; 18; 19 ; personal communication, M. Zeitlin and K. Johnson, 1985] . People prefer to consult the more experienced and trustworthy, although more expensive, private physicians. These practitioners have established good reputations, perform reliable therapy, and often have a good understanding of local illnesses or at least of the terms in which people express complaints. In addition, primary care clinics seem to have irregular hours, and patients cannot count on doctors being present with any regularity or having the proper medical supplies when they are there.
In India, it has been noted that doctors in public service sometimes provide poor service to make sure that few people will come to the clinic, thus giving them more time and drugs for their paying clients. On the other hand, they may provide inadequate service so that patients will have to return again and again [9] . Surveys indicate that throughout India primary health care is insufficient and inadequate: doctors lack drugs as well as motivation and training to serve the poor [20] . In addition, medical and housing facilities for doctors are unsatisfactory [21] . In Nepal, physicians may depart from their rural posts for months at a time without being replaced. Problems of lack of facilities and low pay, which shatter the will of the more idealistic young physicians to practice medicine, have been noted in Africa as well, where doctors may even turn to other occupations in order to support a middle-class life-style [4] .
Medical issues

Quality of care
Overall, both medical personnel and clients recognize that inadequate facilities, lack of supplies, and insufficient medical and logistic back-up make effective care difficult or impossible. From the perspective of the patients, the numbers of clinic hours and personnel may be insufficient for them to be cared for without long waits or even at all. From the perspective of health providers, it makes little sense to keep the clinic open if it is not supplied. Once the patient is inside the consultation office, the examination may be brief: in the Dominican Republic examinations were timed as lasting 2 minutes and 50 seconds on the average 19], in Mexico 2 minutes [22] , and in India less than 1 minute [23], or 2.2 minutes for doctors, 1.8 for pharmacists, and 1.6 for nurses [24] . Such short consultations rarely involve physical examinations or even measuring vital signs [24] .
In Saudi Arabia, baseline data on three health centres showed that the mean length of time physicians spent with each patient was 3.1 minutes; in another case it was 2.3 minutes-21 seconds for history taking, 64 seconds for examination, and 53 seconds for writing a prescription. In the latter instance it was also calculated that, on the basis of the number of patients seen, physicians and staff spent only 1 1/2 to 1, hours every day (15%-18% of their time) with patients. The time spent explaining a patient's illness and medications seemed to be minimal. Fewer than one-third of the patients interviewed after consultations understood their diagnosis or how to take their medicines [25] . In the Sudan, for two clinics and one hospital outpatient clinic, the average consultation time was 2 minutes-0.6 minute for history taking and 1.4 minutes for drug prescription and physical examination [26] .
Medications
In addition to a long wait and a brief consultation, drugs may be a problem, as both clinics and mobile units have been documented to be undersupplied in all parts of the world, including Mexico, Central America, Haiti, Peru, India, Bangladesh, Burma, Kenya, Ethiopia, and Tanzania. Aggravating the endemic shortage of supplies may be corrupt use of them. Mexican ethnographic studies report suspected plundering of health and nutritional supplies [27] , and in India drugs were reported to find their way into the private practices of physicians. Contributing to shortfalls in supply is the attitude of those served by public clinics that they "deserve" medicines, which leads to wastage, as people go to the clinic to "get their money's worth" or fake symptoms so that they can obtain strong drugs [19; 28] .
Use of pharmacists, local curers, or private physicians in the countries mentioned is based on speedier treatment and better supplies, as well as the usually greater sensitivity of these care providers than patients can expect from primary health care professionals. If a trip to a primary health care facility includes the time and expense of a trip elsewhere to purchase medicine, people will choose to go elsewhere in the first place. In addition people may value the medicines provided by the alternative care givers more highly. Pharmacists usually carry brand-name medicines (with which patients are familiar through the media or prior illness) in small quantities that patients can afford and that better fit their cultural preferences, expectations, and pocketbooks [29] . Pharmacists are usually nearby, are open every day and for long hours, and explain illness and treatments in terms that clients can understand [30] .
Even where drugs are available, however, they may be too expensive. Furthermore, clients may not purchase or take recommended dosages, they may not get better, and thus they may conclude that the health services are worthless [14; 31] .
Beyond, but also related to, appropriate drug availability and physician attitudes are issues of the quality of the diagnostic and medicinal treatments. The general conclusions in reports from the Dominican Republic [19] , India [20; 24; 32] , Bangladesh [33] , Ghana [34] , and other countries is that the quality of primary health care is poor and that is why people do not use the services. Studies in Tanzania, Saudi Arabia, Ghana, and Bangladesh showed that, when drugs were available, physicians tended to overprescribe or use dangerous agents indiscriminately [25; 33; 35] . Part of the problem may be that patients use medicines incorrectly because drugs often are supplied without sufficient explanation of how often and how long to take them.
In combination, insufficient or improper consultations by clinic or health staff and unavailable, in appropriate, confusing, or overly expensive medicines lead potential clients to evaluate primary health care as useless and to seek medical help elsewhere. This is particularly true when people calculate the time and expense of the visits against the prospective benefits.
Logistics: Calculation of direct and indirect costs
Many studies show that it is not cultural factors but inadequate access that accounts for the under-use of Western-style health services in general and in some instances those that are supposedly free as well. Clinics are not always conveniently located, so that time and expense, including consultation and medication fees for the supposedly free services, may be considerable [6; 18; 36] . Catchment areas seem to vary by practitioner [36] . People in the closest proximity seem to seek health care more frequently, particularly when the services are free and involve no extra cost [28; 37] . Beyond that, people will reckon the likelihood of effective care against the time and cost of seeking it, taking into consideration the probability of being treated by a skilled practitioner (usually a physician) and receiving appropriate therapy.
Problems in the organization of programmes Medical vs. non-medical personnel and culture
Given the shortage of physicians and nurses in most developing countries, many health programmes have been designed to deliver basic services to the rural and urban poor by means of medical auxiliaries. Such programmes are intended to transfer the management of health from the hands of the medical profession to those of the community. However, political problems, poor medical quality, and logistic failings plague them as well.
As certain classic health projects have shown, projects that are especially sensitive to the socio-cultural context and health and illness beliefs of the recipient population can still fail if they neglect the sensibilities of the medical culture. Definitions of tasks, relationships of authority, and respect among doctors, nurses, and medical auxiliaries were inadequately considered and thus doomed an otherwise culture-sensitive project [38] . The social stratification and the culture of medical society are significant factors contributing to or detracting from programme effectiveness.
Also important are the cultural beliefs of the recipients when health programmes introduce new categories and mixes of health workers without consideration of the clients' own perceptions of needs and their own health practitioners [39] . Several problems arise in programmes staffed by auxiliaries. The role of physicians must be defined vis-a-vis the rest of the health care staff. The literature shows that it is the presence of effective, experienced doctors that draws people to health services: patients are unlikely to take the time to seek services if they feel they are being inadequately cared for [40; 41] . In the view of the health care providers, however, trained medical personnel should be used exclusively to direct the programmes and health teams and to provide curative care. Therefore, as providers define the services and tasks of other personnel, health auxiliaries often feel they are being treated like servants, which results in poor staff morale [33] . Where no team is in place, or where it consists of mobile units, medical backup may be inadequate, resulting in poor care. Such problems are not easily overcome without major changes in structuring.
The relationship of the health care team to the clients must be considered as well. Are health workers to be local villagers, or non-local, often more highly educated personnel? From the recipients' point of view, local health workers are able to speak their language and understand the clients' health concerns, but they may lack credibility since they know little more than the average villager. More highly educated outsiders may command respect; on the other hand, they may be too socially distant and insensitive to culturally expected or appropriate behaviour to encourage the population's participation in health programmes. From the medical providers' point of view, the trade-offs are educational (can villagers, if under-educated, handle the tasks of record keeping?), economic (local villagers may work for less), and programmatic (there may be a desire to train and employ young female workers).
Although some preliminary attention to existing ethnographic literature on the area to be served and additional ethno-medical surveys could alleviate potential problems of understanding the cultural contexts of health and illness, such initiative is apparently rarely taken. Even where information on local cultural conditions hampering health delivery exists, it is often ignored for programmatic reasons [40; 42] . Governments tend to accept the dictates of foreign donor organizations in order to add employment, whether or not it fits their local conditions [42] .
Indigenous health practitioners
Yet another issue is that of how indigenous health practitioners might be incorporated into primary health care efforts. Although directives have tried to improve the effectiveness of reaching the people through consultation with and incorporation of indigenous practitioners, selecting these individuals to work with may be difficult [3] . In addition, "some programmes which aim to incorporate the traditional healer have undermined the healer's status by relegating the healer to the bottom rung of the Western health service and converting him or her from an indigenous expert to a marginal health aide" [39; 42] .
An oral rehydration therapy (ORT) programme for children with diarrhoea in Brazil is one example of the successful joining of local beliefs and practices with the provision of modern treatment by traditional healers [43] . The healers skillfully incorporated ORT into their routines, provided the patients with good psychological as well as medical care, and assured follow-up. as the ritual procedures took up to nine days. In this case, national health authorities were willing to include these practitioners in the ORT programme after they had satisfied themselves that the healers did not compromise the level of care. The programme, it should be noted, followed a detailed socio-cultural survey of local beliefs and practices relating to diarrhoea and probably carefully built up respect for and rapport with local healers.
Selecting and training various levels of health workers
We have looked at educational, economic, and cultural issues with respect to local versus non-local personnel. The attitudes of recipients toward the health programme and workers are affected by their perceptions of the workers' knowledge and authority, education level, and social distance. From both recipients' and providers' points of view, a major problem seems to be who recruits the workers. If the key to success is not the technology but the organization and politics, local political cadres should have a say about who works in the programmes. Studies have shown that the effective programmes are those that draw on local political (often factional) support, incorporate highly motivated individuals from the faction, and use existing patron-client relationships to build an effective structure. Those that try to be democratic by constructing community participation in the abstract often fail. In introducing health programmes, organizers might better spend their time studying community structure than trying to organize the residents [44] . Alternatively, one Kenyan example showed a successful programme originating from the inside when a health committee was able to overcome factional differences [45] .
More generally, public health analysts dispute whether the role of community health workers should be mainly medical or political. Those who see the role as a springboard for improving community nutrition, sanitation, hygiene, and disease prevention and for integrating health with other aspects of community development advocate placing more stress on the organizational than the technological skills of the auxiliary [46] . The danger is that the political organizing will go on at the expense of health activities [47] .
Local cultures have definite expectations about the sex, age, and authority of health personnel. Projects that do not pay attention to such information often fail [42] or are under-utilized [16] . Certain projects have amended their procedures to incorporate women after women failed to use the services when they were staffed by men.
The literature is mixed on how and at what levels primary health care workers should be funded. Some lament the passing of the voluntary village health associations, usually composed of women, in favour of health and sanitation professionals. Once professionals appear, the women's committees are displaced, as is community control. The newcomers are paid to keep more efficient records and handle communications in a lingua franca such as English. Yet they cannot communicate with the people and require intermediatelevel native workers to translate for them and facilitate their cultural and linguistic entry into the community [48] .
Many other programmes flounder, studies show, because the workers are not paid sufficiently and therefore are not highly motivated. In certain instances payment in kind, according to traditional custom, has worked out satisfactorily [45] . Regardless of the method of payment, the success of such programmes usually is attributed to the individuals who staff them and their relationship to the community.
How much local people should be paid and from whose coffers is a problem in many instances. Where non-local workers are too expensive, it may be argued that they should be replaced by local people. Still others see paying the local primary health worker at a level the village finds disproportionately high as a source of tension.
Significant difficulties exist in training middlelevel workers and trainers. This can result in lack of accountability for care, which leads to poor medical care practices.
Key problems that affect morale are lack of facilities, lack of transport, lack of medical supplies (in some cases, basics like soap), and poor relations between auxiliary personnel and professional staff. Recipients who are aware of these difficulties tend to under-use the services. Community health workers also perceive the problems, which leads to low morale and high turnover rates.
Problems in developing global and country-or region-specific programmes
Although it has been pointed out that health education and training programmes should not disparage local practices and beliefs, conditions, and knowledge and where possible should look at the positive benefits of local traditions for health care and explanations [49] , such advice is not always followed. Additional problems are that existing knowledge may not be used [42; 50] and that information and advice given out by health care workers may be inconsistent or incomprehensible. A general problem is how to control, simplify, and unify these messages, while adjusting their content to local concepts for comprehensibility.
In one primary health care setting in Ghana, information on the length of time to breast-feed, the time at which supplementary solid food should be introduced and how often, and what types of foods to feed was incorrect [34] . In addition, because those who give the advice are young and inexperienced, they may not command the respect of the women they are advising. In some instances, it might be more sensible to enlist older women, who influence the behaviour of younger women within their extended families, to disseminate such information.
Providing correct information seems to be a major problem in relation to growth charts as well. Studies indicate that the data are not always interpreted correctly to the mothers; in fact, even the health worker may not understand their meaning or know how to use them effectively to offer recommendations [51] . In some cases neither lower-level personnel nor supervisors are trained adequately to measure or interpret the charts [52] , which are often quite complicated 53].
Recipients may find it offensive when clinic staff insist on retaining the growth charts and refuse to discuss the findings with them. Instead of being a passport to health care for children, the chart may be seen as a barrier to receiving curative care, since the care may not be made available to those who do not participate in the growthchart programme. Health providers, on the other hand, often find it contrary to their perceived roles to let the clients maintain control of their own charts. An additional political constraint may be national personnel who do not want to use a chart that they have not personally developed.
Careful ethno-medical study can indicate (predict) possible impediments to implementation and acceptance of ORT measures, although in some instances attention to the culture of the medical community can also anticipate that such information may not be used constructively. In Honduras the cause of diarrhoea was attributed to the local folk illness empacho, but incorporating a special message to encourage use of ORT for the patients went against the culture of the physicians, so the disease went untreated [50] . By contrast, the project we have mentioned in Brazil that incorporated local healers into the programme was largely successful in executing a broad-based campaign for the use of ORT [43] . Problems are that self-sustaining programmes must gain acceptance at both the community and national levels. Thus, efforts in Honduras to promote ORT for diarrhoeal disease may fall short as the government shifts priorities to other communicable diseases.
The success of immunization programmes depends on several factors. Information communicated in the lingua franca may be incomprehensible to mothers who speak mainly a native dialect [54] . In one instance, a programme to combat measles failed because the vaccine was ineffective: 60% had been stored incorrectly. Overworking the community health workers who deliver immunizations can also disrupt effective coverage, as studies in northern India showed: three series of immunizations were piggybacked onto everything else the workers had to do.
An additional problem concerns just how specialized or comprehensive the tasks of the community health workers should be. Nichter [55] , carrying out "community diagnosis research, " noted that instead of providing general health and nutrition care, many clinics tried to deliver targeted programmes, which made for questionable relationships among staff and between staff and health care recipients. He reported a situation in India where villagers are aware of target pressures and competitiveness among primary health centre staff, which staff revealed when they attempted to persuade villagers to accept targeted services. Targets and incentives for individual health workers, while designed to focus attention on government priorities, reward initiative, and provide a check on staff fieldwork, have resulted in splitting staff and contributing to poor primary health centre team interaction and community identity.... Primary health centre fieldworkers continue to be cast in the role of "change agents" who are sent to the field with a few insular services, a mandated educational role they have been ill trained to carry out, little backup or constructive supervision, and a sense of mistrust and jealousy of primary health centre peers with whom they compete for targets and incentives. [55] Low pay, poor relations with other staff, and a sense of frustration due to lack of supplies, medical support, and interest by other levels in the health system to channel information to their own and other programmes about community conditions, perceptions, and needs generally led to low morale among health workers and disillusionment in their clients.
In general, primary health care programmes, whether public or private, experience problems in information flow between patients and health care workers, and between the various levels of care providers. Some of the problems also may be due to the flow of funds, as well as to difficulty in integrating health care with other development efforts. Most evaluations indicate that both baseline and subsequent data are insufficient. Yet several time studies have indicated that, even where the amount of personnel time devoted to record keeping is substantial. such information is rarely used. In Ethiopia, studies of three rural health centres showed that, where home-visiting nrses supervised registration of all births in communities and kept records, the information went largely unused in maternal and child health programmes. All senior health workers were involved in lecturing on health four to seven hours a week in governments schools, but no efforts were made to provide water or latrines to the schools at the same time [56] .
Researchers in India concluded that, given the volume of records and reports doctors were required to keep, "the quality of information they contain must be suspect, and they are undoubtedly little used even after the laborious recording by hand" [24] . In Tanzania clinics kept growth charts, but workers would not communicate to mothers what they meant (personal communication, A. Fleuret, 1980). In Ghana most of the consultation time was taken up with writing records (sometimes a child had four different records to be completed) rather than with giving advice [34] . In Papua New Guinea follow-up was described as almost non-existent [51] .
Matching expectations and perceptions of medical needs
Critical problems exist in matching or accommodating people's perceptions of their medical needs and their expectations for care with those of health care personnel and administrative planners and executives. The need felt by most people is for curative care that is easily available and effective. Yet additional work addresses how best to match preventive medicine, particularly sanitation, hygiene, and health and nutrition education, with curative therapy, which is what people seem most to value, at least in seeking health services. Recommendations range from fixing single aspects of the health system to instituting sweeping political changes.
One set of problems and solutions concerns the relationship between medical and auxiliary personnel.
Jelliffe has suggested that to improve and make optimum use of trained staff, more routine functions such as weighing, taking a basic medical history, directing "traffic, " clarifying medical advice to patients, and record keeping could all be done by staff who have minimum technical training [57] . Yet it is unclear whether clients would accept this, or whether they would feel they were being shunted off to inferior and often abusive personnel. It can be argued that people might be better served if governments reduced their stress on high technology and highly trained physicians in favour of more preventive and promotional medicine and the involvement of traditional practitioners in the delivery of various types of care, but this leads to the question of whether people would be satisfied with such care or would still prefer to be cared for by a physician.
Another difficulty concerns political will, at the national and community levels, to provide effective services, particularly for the poor. In India, Banerji [20] argued that there was no reason why existing services should not be supplying the health needs of the people, but they were failing to do so because of poorly motivated doctors, insufficient staff and supplies, and badly run family-planning programmes. In addition, at all levels, no one was accountable for the effectiveness of any particular aspect of operations, so care was not effective. He offered guidelines for making existing services more efficient. Evaluations such as Pyle's, of what went wrong at all levels in a model community health project, however, cast doubt on the possibility of such recommendations being followed [9] A third aspect that in the past was inadequately considered in planning the most effective approach to health care is seasonality:
The importance of seasonality seems to have been largely lost sight of in the planning of modern health services. Attention has concentrated on location rather than timing. Seasonality is recognised mainly in terms of constraints: when rains come and roads become impassable, villages served by mobile clinics are cut off, and mass immunisation programmes in rural areas may have to be suspended. The costs of sickness-in terms of losses of family food and income, of losses of body weight reserves, and of national agricultural production foregone-are both high and very seasonal. Sickness in an agricultural slack season entails suffering, but its social and economic costs may be far less than those of sickness in an agricultural season which directly prevents work to earn income or grow food. There are arguments, on both welfare and economic grounds, for special attention to health care during the agricultural seasons, and to those diseases and complaints which are most likely to incapacitate at that time. There is here a strong but little recognised complementarily between health services and agriculture. [58] It has been recommended that clinics in Bangladesh should be seasonally staffed to ensure high coverage in times of greatest need [59] , and that community health workers should be selected so that they will not be diverted to other tasks in seasons of both greatest agricultural labour and greatest illness [58] .
Along these lines, additional understanding of the organization of programmes is essential, from medical as well as cultural points of view. Foster concluded that medical anthropologists should spend at least 50% of their time studying health bureaucracies, saying: "We know more about how communities address health needs than the dynamics of health bureaucracies, the interrelationships between institutional and personal factors that bear on health system planning, the selection and training of health care personnel, and the functioning of health teams in providing primary health care" [60] . While one may question the particular figure, the need for better understanding of ethno-medicine on the part of bureaucracies and medical workers is clear. Only by such understanding can we hope to improve communications, programme implementation, and health at the community level.
Correspondingly, health administrators have emphasized the need for epidemiologists and policy planners to pay more attention to socio-cultural determinants of health in order to make their efforts more cost-effective and health-productive. They have also urged that social scientists should pay more attention to the biological determinants of health:
An enormously ambitious and costly medical intervention research project was undertaken with little attention to and virtually no research on the social determinants of child survival by the biomedical scientists involved. At the same time, in other localities, social scientists were studying the social determinants of infant mortality, but with inadequate attention to the biological intermediate variables that actually operate to influence disease and death rates. Thus it is difficult to derive any specific strategic recommendation for primary health care programs from the results of these projects.
The obvious need is for a multidisciplinary approach into problems of infant and child mortality if a sound base of knowledge is to be developed for health policy and health programs. [61] 
Summary
Most of the intensive case studies designed to show why people under-use primary health care indicate a variety of constraints or abuses. Rather than just cost or distance, decisions involve logistic, cognitive, and humanitarian factors. If care is convenient, people seem to use it as a first resort, even if it is perceived as less than satisfactory. If it is inconvenient, they pay close attention to its quality before deciding to invest time and resources in it.
Many of the problems regarding quality of services perceived by recipients are echoed in the complaints of medical personnel. The following are logistic and organizational problems perceived from both sides: • poor transportation and communications, which keep medical personnel as well as clients from health care facilities; • insufficient facilities, equipment, and basic drugs; • inadequate personnel, or inadequate organization of personnel; • inadequate supervision of auxiliary health personnel and supplies, resulting in poor quality of care. With respect to the relation between the cost of health care and its value, the prevailing attitude among clients is that "you get what you pay for. " As they see it, if the services are free, they must be of poor quality. From the standpoint of health care personnel, the free services they are supposed to deliver are usually of lower quality and concern than the fee-for-service consultations with which they supplement their incomes. Long waits followed by cursory examinations are a disadvantage in public services, as are also problems of logistics and quality.
Other aspects of health care may be interpreted differently by providers and clients. Excessive medication often occurs when drugs are available. Patients may complain if they are given no injections or fancy medicines. On the other hand, they may also complain if they receive too many drugs, particularly if they fear overmedication and if they must pay for the drugs. Physicians are frustrated by inadequate supplies, as well as by patient non-compliance with prescribed treatment. Thus they may try to press any available drugs onto patients at the first visit if supplies are abundant and it is doubtful that the patients will keep follow-up appointments.
Preventive services are offered infrequently; for example, clinics often do not give advice on dietary measures. Medical personnel say they do not make such recommendations because they feel that the information is impractical since most patients are too poor to improve their diets. People can know the facts about how to prevent disease, but they do not have the resources to implement them: "Poverty and prevention just do not go together" [33] . This is the recipients' perception as well. They know that they should eat well and take tonics, or in some cases rest from heavy work schedules to build up their strength. However, they do not have the economic resources to allow these activities. There do not seem to be any simple solutions to these problems.
Coordination of local communities with modern health care delivery
Anthropologists are fond of criticizing physicians and community developers for not learning enough about the communities into which they are introducing programmes. Among other things, health personnel often do not know the local language; they feel superior to the local people; and they do not adequately appreciate the cultural concepts of illness, disease, and treatment. Realistically, health personnel should not be expected to learn local languages. What would be possible within a reasonable time, however, would be to master, with the help of the local population, the prevailing concepts of illness and health, plus polite forms of greeting and vocabulary for dispensing medications. In this way, they would seem less distant and foreign and more interested in their patients, and thus would offend less. (Having to learn local customs and a bit of the language might also have a humbling effect on the superior attitudes medical personnel of higher socio-economic status frequently feel toward their clients, as many anthropologists could tell them.) How to motivate health care workers to enjoy such an exercise in cultural anthropology and to appreciate that it raises their qualifications to practice in local communities and at the same time increases their understanding of health, disease, and people so as to make them better physicians and nurses is, of course, another matter.
The medical concept of preventive primary care must be introduced into the health practices of local people. In particular, use of growth charts must to be integrated more tightly with diet and health observations of the mothers. A UNICEF conference on child survival (Boston, 29-31 May 1985) , for example, raised the point that mothers often notice that their children are "ill, " that is, that they have stopped eating, before deficits begin to appear in rates of growth. It would be useful if health workers who encourage the use of growth charts to monitor changes in nutrition and health could learn to solicit and react to such signs.
Finally, it must be questioned whether public health officials and others use the best criteria for evaluating the effectiveness of care. Chrisman and Kleinman [62] , following Young [63] , noted three elements that are involved in the healing process: • improvement in the health status, or "feeling better"probably the most obvious criterion of effectiveness; • cultural construction of cause and redress in the ill ness episode; • "the sick person's evaluation of care-givers-lay or professional-in terms of their congruence with preferred styles of interaction and the nature of the personal commitment these styles imply" [62] . Expressed in terms other than anthropologic jargon, this third means, more simply, trust. Habicht and Berman [64] also stress that more attention should be paid to issues of quality when evaluating the success of the care: not only body counts (i.e., how many lives have been saved) but how the quality of life has been improved through the humanitarian dimension medicine is supposed to have.
Current research continues to document what has gone wrong with the well-intentioned goal of providing health for all by the year 2000 by primary health care, from perspectives of medical, bureaucratic, and community cultures. Although the issues involve operational and implementational analyses, at basis they are cultural and demand the kinds of cultural analysis anthropologists have been trained to do. Problems in the organization and delivery of health care services are intrinsic to both the medical health provider and the folk medical culture. Only by under standing the dimensions how health is determined and dealt with by the home environment from both points of view can we hope to improve health and the impact of primary health care services. As Mosley [61] , among others, concludes, we must proceed with biologically and socio-culturally based studies, or we will end up simply with changes in the causes of mortality rather than absolute reductions in mortality.
